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I. Introduction
Since the end of the Vietnam War in 1975, Post-Traumatic Stress Disorder
(PTSD) has been a prevalent mental health problem among the Vietnamese
community, especially among the Vietnamese combat veterans who recently
immigrated to the United States. In their own land, they were made victims of
Communist prisons, the so-called re-education camps. In these camps, they were
continually exposed to hostile, life threatening situations, and physical/mental torture.
This experience left many permanently damaged and made an indelible mark on their
psyche that could never be erased or healed. Their resistance or lack of acceptance to
mental health treatment for PTSD was due primarily to cultural tradition and
language barriers. Thus, PTSD is often unrecognized and goes untreated among the
Vietnamese community here in the United States, particularly among Vietnamese
veterans.
This research project utilized a single subject design to measure the
effectiveness of applying psychotherapeutic and behavioral frameworks to a
Vietnamese male veteran with PTSD. The purpose of this study was to determine if
the intervention could reduce the effects of PTSD symptoms (help break down the
subject's social isolation) and improve the subject's self-confidence. This study was
conducted at John XXIII Multi-Service Center, which is operated by Catholic
Charities of Santa Clara County, California.
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II. The Context of Services
The John XXIII Multi- Service Center is located at 195 E. San Fernando
Street in San Jose, California. This center has been serving the needs of older adults
in downtown San Jose and other neighborhoods in Santa Clara County since 1964.
This senior center was originally located in Holy Family Hall at River and San
Fernando Streets. Shortly after its inception, it received a three-year grant from the
California Commission of Aging that enabled the Center to move into a two-story
building. The John XXIII Senior Center is operated by Catholic Charities, a private
non-profit organization.
Catholic Charities' Mission Statement, as described in its brochure states:
"Through services and advocacy, Catholic Charities enhances the quality of life for
all members of the community, especially the poor. We promote the dignity of the
individual and the family. We partner with others in working toward a community
based on justice, freedom, and compassion." Based on the mission of Catholic
Charities, the John XXIII Multi-Service Center has been helping older adults in Santa
Clara County to be healthy physically as well as mentally so that they can function at
their highest level of independence. John XXIII Center provides a place where older
adults can spend time to socialize, and feel at home.
At the John XXIII Senior Center, older adults have opportunities to learn
English, study for U.S. Citizenship, participate in support groups, and have a hot
meal prepared fresh daily in the center's kitchen. They are also provided other
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activities such as exercise, dancing, meeting and socializing with friends, and a range
of help from case managers and other professionals including mental health workers.
The Nurse Managed Health clinic at John XXIII Center provides services two
days a week. San Jose State University staff provides low-cost medical services for
adults and children including check-ups, immunization, women's health service,
health education, and treatment for common illnesses. Most health services are free.
For older adults who are too frail, the Independent Aging program (IAP) provides
services such as Respite and Escorted Transportation so that these older adults can
remain .in their own homes and maintain an independent life style with an appropriate
support system. IAP helps the homebound, those who are too frail to be active in the
community. For older adults who are experiencing emotional problems and/or
mental illness, they are provided case management and mental health services.
Catholic Charities has a multi-disciplinary service team that includes an occupational
therapist, licensed vocational nurse and social worker who do in-home evaluations.
Other services include psychiatric evaluation, medication, individual, group and
family therapy.
John XXIII is a "home away from home" for Chinese immigrants, Vietnamese
I

refugees/ immigrants, Indo-Americans and Hispanics. For many of these seniors,
the Center is an important place where they seek advice and assistance from case
managers, meet friends, and avoid isolation by participating and interacting with
other people. Nutrition is very important to the seniors' health status. Therefore, the
center provides lunch for the seniors with help from staff and volunteers. The Brown
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Bag program provides dry or canned foods for seniors to take home. Direct services
are carried out ~y 16 paid staff and about 150-200 volunteers who engage in a mutual
support system. Teamwork is the management style used in this center. The
clientele of John XXIII is made up of older adults who can come to the center for
activities and also those who cannot come due to their limitation of mobility or
transportation. The number of clients is estimated at 2,500 per month, and 70% are
Asian seniors including Chinese, Vietnamese, Filipino/as, and Indo-Americans.
About 20% are Caucasian and Latino/as.
The John XXIII Center is a non-profit organization, and provides an array of
services to all older adults of Santa Clara County. Therefore, people from diverse
backgrounds cannot be discriminated against due to race, language, or religion. The
target population is multi-cultural. All clients are served according to the Cultural
Competence Policy, which means the clients are provided with services that
recognize and understand their cultural preferences. The services and programs of
the Center are modified to keep current with the changing needs within the
community.
The Center Administration is concerned about the projected increase in the
elderly population of the United States and particularly the elderly in Santa Clara
County. Challenges to living are often more frequent and complicated as people
grow older. Their needs gradually become more complex and numerous. Emerging
needs include in-home support and appropriate transportation. Each year the center
experiences an increase in the number of people in need of its services.
4

The John XXIII Center Director receives supervision from the Catholic
Charities Division Director. The John XXIII Center Director provides supervision
for the John XXIII Staff in different programs. The staff structure, according to the
Director of the Center, is comprised of professional and paraprofessional personnel
and is supported by volunteers. The John XXIII Multi-Service Center collaborates
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with other agencies in providing effective and cost-efficient services. Its funding
sources are diversified and include revenue from Catholic Charities, the United Way
of Santa Clara County, government, foundations, and individuals. The size of its
annual budget is $500,000.
At staff meetings, staff members are brought up to date on what is known
about the clients and share any new information that has been obtained from the
clients. This sharing of information and collaboration among the various disciplines
enables the staff members to coordinate and develop the most appropriate plan of
intervention that will meet the elderly client's needs and bring about community
involvement.
Evaluation of clients at John XXIII is an on-going process. Clients are
evaluated when they start to receive services and again when they have received the
services. The center receives anecdotal information from the clients. The
professionals who work at the center observe the clients and help to evaluate the
Center's performance. Focus groups are also used to add to the information for
evaluation purposes.

5

III. Target Population
The subject of this study is a 65-year-old Vietnamese male veteran who
recently resettled in the United States. He is living with his wife in an apartment in
San Jose. His son and daughter-in-law live in Milpitas, but they seldom visit his
parents because the daughter-in-law does not want to get involved in the complicated
problems of caring for her father-in-law. His strongest and almost sole support
comes from his wife.
The subject's wife came to the John XXIII Senior Center to attend English
classes and to join the mental health education/ support group for Vietnamese
Seniors, which was organized by the researcher. In this group, the researcher
addressed mental health issues, particularly the Post-Traumatic Stress Disorder
symptoms and its consequences, of which members of the Vietnamese community
are often unaware. His wife found this support group was useful to her. She wanted
her husband, the subject of this study, also to come to this group but he rejected the
suggestion. According to the wife, he always felt distress, fear or anxiety in social
situations. However, his wife was finally able to persuade him to come to the Center
to see the researcher, as a social worker intern, individually.
When the subject came to see the researcher, he complained that he often had
head aches, stomach aches, difficulty falling asleep and not sleeping well at night,
and dealing with nightmares and loneliness. While listening to his somatic
complaints, the researcher recognized that the subject had a psychological problem
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but he tried to hide his psychological stress problems because in the Vietnamese and
other Asian cultures somatic complaints may be viewed as a defense mechanism as
they present the expression of psychological pressures. The subject, after listening to
the explanation of the necessity of treatment, was satisfied and voluntarily agreed to
participate in the intervention process and in this study. In order to keep his
confidentiality, he will be referred to as "Mr. V." in this investigation.
Mr. V. was born and raised in a middle-class family in South Vietnam. After

two years in college, he had to join the Army like the rest of the young men in
Vietnam during the war. Up to that point, he was a normal, happy man. After the
end of the Vietnam War in 1975, Mr. V. was held for 12 years in various reeducation camps where he endure,d life-threatening torture.
During the twelve years in the re-education •camps, he wasI put in very small
and dark rooms. Daily, he was given only a small bowl of rice or a few sweet
potatoes to eat. He was constantly hungry, thirsty, and cold and in the dark. In those
small rooms, he was often tortured with cattle prods and threatened with death many
times, but he thought of his wife and his family and prayed every day for God's
support. He tried to live, with the hope that one day he would see his loved ones
agam.
In 1987, after many years in re-education camps, he became so weak and so

almost paralyzed, that the Communists thought he would soon die. Therefore they
released him to die in his own house so that they would not be responsible for his
death. After he was released, his wife and his family took such good care of him,
7

that as a result, his health gradually improved. He became physically strong, yet he
started to experience significant psychological symptoms such as nightmares, anxiety
and depression. He also developed a phobia, the fear and avoidance of social
situations. He became irrational and out of control. He had difficulty interacting
with his family members. Whenever he heard news of the death of one of his former
associates in prison, he often asked himself, "Why have I survived when others more
worthy than I did not?" His wife was afraid that he would lose his sanity because of
his guilt complex. She encouraged him to seek help from doctors in his own town of
residence. Unfortunately, in Vietnam there were no psychological treatment systems
similar to those found in the United States. So Mr. V. received only medical, and not
psychological treatment. As a result, he has been in severe emotional and mental
pain for years, and he has never had any opportunity for treatment and recovery from
his psychological problems.
In 1995, Mr. V. was allowed to come to the United States as a refugee. At
first, he did not want to leave Vietnam because he could not speak English, and he
thought himself too old to learn English and make adjustments to the new culture.
However, his wife encouraged him to go to the Unites States with the hope that he
would be less psychologically stressed because the Communist local police there
would no longer be able to harass him.
-In the United States, Mr. V. was aware of his mental problems, but he was
discouraged by cultural tradition that considered treatment for mental condition to be
negative and shameful. Furthermore, his language difficulty, culture differences,
8

psychological discomfort, and feelings of insecurity are the barriers to his receiving
treatment. He has tried to forget his traumas, but they remain with him. The neglect
of his psychological needs could lead him into a state of serious depression, unless he
has an opportunity for treatment.
Mr. V.'s psychological symptoms fit the diagnostic criteria for 309.81, PostTraumatic Stress Disorder described in the DSM-IV, 1994. His diagnosis was
characterized by flashbacks of traumatic events, recurring nightmares, and phobic
behavior lasting longer than one month. His ordeal under the Communist
mistreatment is no longer present, but by not being able to overcome the events in the
past, the torment continues to burden him.

Mr. V.'s DSM-IV Diagnosis (established on intake):
Axis I

(Clinical Syndromes): 309.81 Post-Traumatic Stress Disorder (PTSD)

Axis II (Personality Disorders, mental retardation); V 71.09 (no personality disorder)
Axis III (General Medical Condition): none

Axis IV (Psychosocial and Environment problems): Being in prison for twelve
years, tortured, and isolated

Axis V

(Global assessment of functioning):
Current GAF = 54-60
Highest GAF in the past 2 years = 60-70
Highest GAF in the past (before the period in prison) = 90
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IV. Theoretical Foundations and Literature Review
Before 1980, there was a shortage of extensive research on Post -Traumatic
Stress Disorder (PTSD) among traumatized victims of war or other disasters.
However, since then, the aspects of PTSD were formally introduced into the third
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM - III)
published in 1980. In the current edition of DSM-IV, published in 1994, PTSD was
classified as a new stress-response category (Beall, 1997). As a result, there has been
a literal explosion of information on this psychological disorder in both scientific ~nd
popular literature, including an increasing number of studies, particularly for
Vietnam War Veterans.

It was found in one study of Vietnam veterans, that PTSD rates of about 3 .5%
was found among non-wounded veterans and 20% among wounded veterans (Helzer
et al, 1987). Other studies found PTSD in 40% of wounded Vietnam veterans, and
50% of prisoners of war (Speed et al, 1989). In another study, it was found that
15.2% of all male Vietnam veterans (479,000 out of3,140,000 men who served in
Vietnam) are currently diagnosed with PTSD. Likewise, 8.1 % percent of all female
Vietnam veterans (610 out of7,200 women who served in Vietnam) have current
cases of diagnosed PTSD. Among the men and women just mentioned, 30.9% of all
male Vietnam Veterans had full-blown PTSD at some point in their lives, and 26.9%
\
I

of all female Vietnam Veterans had full-blown PTSD sometime in their lives (Kulka,
1990).
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In the last decade, many books on PTSD have been published. In addition,
some movies also have incorporated PTSD into their plots, for example, Born on the
Fourth ofJuly (1989) and Heaven and Earth (1993). These movies presented the

Vietnam veterans trying to cope with the trauma of war and exhibiting many of the
classic symptoms of PTSD, such as emotional numbing, denial, startle responses,
macabre interests in recreating traumatizing events, and substance abuse (Beall,
1997). Literature and the movies have provided information of realistic and vital
nature for those who wish to help clients who have been impacted or afflicted by
PTSD. The growing numbers of journal articles and books about PTSD testify to an
urge1;1-t and deeply felt public concern for this disorder (Beall, 1997).
PTSD, according to Niles (1991), is defined as a delayed reaction to a
psychologically traumatic event that is generally outside the normal human
experience, such as war, terrorism, an accident or natural disaster, and physical or
psychological abuse. Baldwin (1997, Internet) defined PTSD as a lingering, deepseated, and negative emotional response to an event in the past that continues to
cause undue levels of stress and anxiety in the present.
The major symptoms associated with PTSD are described in the DSM-IV,
1994, including the first group of symptoms as intrusive symptoms, which deal with
the unwanted recollection of past painful events. Flashbacks or nightmares and
memories are common forms of intrusive experiences of the traumatic events. For
example, many Vietnam Veterans report mentally replaying especially problematic
combat experiences over and over again. These thoughts are very uncomfortable and
11

disturbing, yet they are unable to put them to rest. The sound of helicopters, the
smell of urine, or the sound of popcorn popping as the sound of small arms gunfire in
the distance are the stimuli, which evoked uncomfortable memories for many
Vietnam veterans (Baldwin, 1997, Internet). For many veterans, the sound of a
helicopter flying overhead is a cue to forget reality for a few seconds and remember
Vietnam, re-experiencing feelings they had there. For others, it is just a constant
reminder of their time in Vietnam, something they will never forget (Baldwin, 1997,
Internet).
The second group of symptoms is avoidance. The victims try to avoid
thoughts, feelings, or conversations associated with the trauma. They also avoid
activities, places, or people that arouse recollections of the trauma. For example,
many veterans who witnessed traumatic experiences felt isolated and distant from
their peers (Goodwin, 1987, in Post-Traumatic Stress Disorders: A Handbook for
Clinician, edited by William). Many of them wanted to extend periods of isolation in
the mountains, on the road, or just behind a closed door in the city (Baldwin, 1997,
Internet).
The third group of symptoms is hyperarousal, which consists of physiological
signs of increased arousal, such as difficulty getting to sleep or staying asleep,
irritability or outbursts of anger, difficulty concentrating, and hyper-vigilance, or
increased startle response (American Psychiatric Association DSM-IV, 1994). For
example, many Vietnam veterans described themselves as being very hypersensitive
human beings. Their autonomic responses are tuned to anything out of the ordinary 12

- a loud discharge will cause many of them to be startled, or they become very
uncomfortable when people walk closely behind them. Some veterans are
uncomfortable when standing out in the open, or are uneasy sitting with others
behind them. They often prefer to sit against something solid or in the comer of a
room where they can see everyone around them. These behaviors are learned
survival techniques. If the vet~ran feels continuously threatened, it is difficult for
him to give up such behavior (Baldwin, 1997 Internet).
The symptoms of PTSD are classified into two different phases: acute and

chronic. According to Flannery ( 1992), if the symptoms of distress continue
unabated or return within six months, the victim is in the acute/protest phase of
PTSD. These symptoms are characterized primarily by anxiety and fear. The
victim's life is fully disorganized by the traumatic event. During the first six-month
period, if the traumatic event and its aftermath are not successfully treated or
neglected, the victim enters the chronic/numbing phase. The characteristics of the
chronic phase include feelings of withdrawal, isolation, numbing, and depression
(Flannery, 1992). There seems to be a difference of opinion between Flattery's
time-calculation and that of the DSM-IV (1994) as to how long the acute syndrome
should last. Flannery calculated six months, but the DSM-IV estimated three months
as a necessary test.
According to Figley (1985), people with PTSD problems usually have
emotional reactions, such as shock, confusion, helplessness, anxiety, fear, and
depression. The obvious example of this is the Vietnam combat veteran population.
13

The vast majority of Vietnam combat veterans are depressed; many of them have
been continually depressed since their experiences in Vietnam (Goodwin, 1987).
These veterans have the classic symptoms (DSM-III, 1980) of sleep disturbance,
psychomotor retardation, feelings of worthlessness, difficulty in concentrating, and
difficulty in establishing emotional relationships. Many veterans become extremely
isolated when they are depressed. During depressive periods, substance abuse often
occurs, and alcohol is their drug of choice. Many of these veterans possess weapons,
and they are no strangers to death (Goodwin, 1987).
There is a considerable amount of research on PTSD problems being focused
on mainstream Americans, especially on American Vietnam veterans. However,
little research has been reported on the PTSD among minority ethnic and racial
groups, particularly the Vietnamese population in the United States. Yet, PTSD is a
prevalent problem (50%) among Indochinese refugees (Mollica, et al., 1987). There
is no model for diagnostic assessment and treatment recommended for Southeast
Asian, particularly for Vietnamese who have the PTSD problem.
As we know, since the end of the Vietnam War in 1975, nearly one million
Vietnamese fled to the United States (Krakow's foreword in Once Upon A Dream,
edited by Tran, Lam, and Nguyen, 1995). It has been estimated that about 52,000
Vietnamese of all ages are living in Santa Clara County, California (Le, 1997). They
came here in different waves. The first wave, (1975-1977) was mainly composed of
army officers, professionals, and businessmen. Many of them had been associated
with the U.S. mission in Vietnam during the war. This group of people was
14

generously welcomed by U.S. with jobs and other benefits that enabled them to adapt
more easily to their new country and became financially self-sufficient (Karnow in
Once Upon A Dream, 1995).
The second major exodus (1977-1982), known as the "boat people," was
composed of peasants and fishermen who took unpredictable risks to escape by sea to
seek freedom. These people were less skilled, and had experienced serious multitraumatic events, such as being robbed, raped, incarcerated, tortured, and many
suffered the loss of loved ones in the sea during their escape. According to Knoll
(1982), between 1977 and 1980 an estimated one-half million "boat people" left
Vietnam, and 200,000 of them died at sea. About 80% of the boats were boarded by
pirates who robbed, raped, assaulted, and killed the refugees. Many of the survivors
had to stay in refugee camps under intolerable conditions for many years before
coming to the U.S. In the new country, they had difficulties in adjusting to the new
system. However, the Vietnamese tend to have a deep love for learning. They strive
to learn the English language and American ways and values in order to succeed
(Parker, 1996). They have tried to put behind and forget the traumatic events and
deep bitterness experienced in the re-education camps. However, this approach is not
an easy way to deal with PTSD problems. As a result, many Vietnamese refugee/
immigrants still have psychological problems.
The most recent group (1990 onward) is composed of South Vietnamese
veterans and their families. These veterans were recently released from horrendous
Communist re-education camps where they were continually exposed to hostile, life15

threatening situations and torture. Many of them had severe physical and mental
injuries. These Vietnamese veterans experienced multiple-trauma associated with
PTSD. The types of trauma endured by these Vietnamese veterans include (1) War
trauma -- They experienced daily threats of death or injury. In battle, many were
wounded and helplessly witnessed the deaths of friends. It has been estimated that
about two to three million Vietnamese were killed during the course of the Vietnam
War (Parker, 1996). (2) Re-education camp trauma --After the war ended (1975),
the Communists shunted some 300,000 former South Vietnam Officers into prisons
(the so-called re-education camps) for years, under extremely harsh conditions.
Thousands died of disease and malnutrition or at the hands of brutal guards
(Kamow's foreword in Once Upon A Dream, 1995 edited by Tran, Lam, and
Nguyen). These veterans have been traumatized by these unspeakable and
unforgettable experiences (Foy, 1992). (3) Migration trauma included culture shock
and cultural rejection that left many Vietnamese feeling alienated when they arrived
-

in the United States. Lam's expression about this was "When we set foot on the
American shore, history is already against us. Vietnam goes on without us. America
goes on without acknowledging us. The Vietnamese refugee's first assessment is,
inevitably, of his own helplessness" (Kamow in Once Upon A Dream, 1995).
However, the Vietnamese's redeeming feature is their resilience -- their ability to
look outside their own trauma and think of their children and grandchildren's future.
The unrecognized and untreated trauma experienced by these South
Vietnamese veterans has left a chronic and, more or less, permanent condition of
16

broken human nature. Karnow (in Once Upon A Dream, 1995), expressed this fact:
"These people are too broken to start:over again". The subject of this study is one of
f

these broken veterans.
The effective treatment approaches that can be applied to PTSD sufferers
include counseling, psychoanalysis, cognitive-behavioral therapy, hypnotherapy, and
in vivo desensitization or contextual analysis (Lindemann, 1996). There are also
many treatment plans and guidelines in published literatures that are very helpful to
therapists in planning intervention for clients with PTSD problems. At the same
time, these guidelines are not intended to dictate the treatment of specific clients.
Therefore, the treatment should be individualized because each individual is a unique
system with unique experiences (Lindemann, 1996).
In the subject's case, the specific aspect of PTSD was an anxiety arousal
manifested by his phobia, social phobia, which was the targeted problem for
intervention. The term "phobia" is derived from the Greek word "phobos" meaning
"fear" (Mavissakalian & Barlow, 1989). During the twelve years in re-education
camps on a secluded and barren island in the northern part of Vietnam, the subject
lived in fear and in isolation. His mind was constantly abused and battered by
Communists. The subject's family, relatives, and friends were living far away in the
South and were not informed of his actual location. For years, the subject had no
visitors or any aid from his family. The only people coming to him were the prison
guards or others of their kind, and each time they harshly questioned him for
information, using verbal abuse or torture. This situation had significant detrimental
17

consequences on his psychological state and brought about a social anxiety disorder/
social phobia, which is a constant fear of being criticized or evaluated by other
people (Richard, 1997-98, The Anxiety Network, Internet). According to Richard, a
psychologist, people with social phobias are nervous, anxious, and afraid of many
social situations. When they meet new people, especially those who are authority
figures, they freeze up (URL:http://www. Ranchandcowe. Com/virtual/
Anxietynetwork/ptsd.hml).

1

Psychotherapy is appropriate in helping people with psychological disorders,
such as Mr. V., the subject, because it has a greater acceptance as a treatment
modality for mental disorders (Garfield & Bergin, 1986). Psychotherapy includes
different effective approaches in treatment of phobias, such as education, relaxation
training, in vivo exposure, and cognitive therapy (Lindemann, 1989). In
psychotherapy, the main issue is what should be changed in behavior and how
changes can be affected (Garfield & Bergin, 1986). In the subject's case, he is
seeking elimination of the fear in social situations. Therefore, the "systematic
desensitization" technique is a means to bring about the changes. Ar~ava (1974)
described systematic desensitization as one of the most popular techniques of
behavior modification. To Arkata, this teaching is an effective method of
systematically producing change in behavior of individuals, groups, and complex
organizations.
According to Rosenhan & Seligman (1989), the systematic desensitization
technique for treatment of human phobias was developed by Joseph Wolpe, a South
18

African Psychiatrist, in the 1950s. This technique is considered as being one of the
oldest and most effective psychological treatments in reducing fears and anxiety. It
has been proven to be scientific, gradual, and humane (Rosenhan & Seligman, 1989).
In this technique, the phobic client is first given exercises in deep muscle relaxation,
and then, is progressively exposed to anxiety-evoking situations. "These techniques
enable the person to deal with the symptoms, while gaining confidence that the
feared consequences of panic attack will not occur," (Lindemann, 1996, p. 293). The
following procedures are utilized in the systematic desensitization technique:
1) The phobic client is given exercises in deep muscle relaxation. These
exercises help the phobic clients gain a state of relaxation that is
expected to neutralize their fears. They also help clients obtain better
physical and mental health status during the treatment.
2) The therapist helps the client in building a hierarchy of possibly
frightening situations, ranking from the least to the most-feared
scenarios. This approach helps the client gain self-control over what
would have been an unrestrained sensitive response.
3) The client is exposed to a set of increasingly more fearful situations
involving the phobic object while making a response incompatible with
fear. At this phase, the client is able to stay in a relaxed state during the
treatment while the fear is effectively suppressed through gradual
exposition of the anxiety, evoking stimuli from the weakest to the
strongest (Paul & Bernstein, 1973).
19

The significant and practical part of the systematic desensitization technique is
that the therapist sincerely guides and directs the course and content of treatment
with a small amount of time and effort spent on searching for etiological factors (Paul

& Bernstein, 1973). Regarding the effectiveness of the systematical desensitization
technique, Rosenhan and Seligman (1989) stated "eighty to ninety percent of specific
phobias improve greatly with such treatment." (p. 211)
In conjunction with the systematic desensitization technique, the psychoeducation approach was applied to this subject's case. This approach was used
because the subject came from a culture that does not have psychological treatment
systems. The subject had no knowledge regarding the PTSD symptoms, and he did
not understand his phobias. Therefore, the psychoeducation could be an effective
approach for the treatment of his phobias. This approach provided the subject with
education, including the understanding of what is special about neurotic anxiety, and
the causal role of the fear and the normalizing of the subject's reaction associated
with PTSD symptoms (Lindemann, 1996). This approach enabled the subject to cope
with his PTSD problems, in particular with his social anxiety/ social phobia more
confidently and positively, and helped to assure the subject that he was not "crazy".
Finally, helping the subject cope with the painful memories of past traumatic
experiences was an important part of the ongoing care of the subject with
psychological disorders.

20

V. Design of the Evaluation Study
The purpose of this study was to utilize a single system design to measure the
effectiveness of applying psychotherapeutic and behavior frameworks for reduction
of the subject's Post Traumatic Stress Disorder (PTSD) symptoms. The intervention
in this study focused on treatment of the subject's anxiety (fear) in social situations
and his deliberate avoidance of them. This problem was considered the most
troublesome ongoing PTSD symptom that the subject has suffered. The consequence
of this problem was the subject's social isolation. The aim of the intervention was to
change the subject's behavior in common social situations and to reduce his social
'

isolation. It was felt that the subject's ego was strong enough to engage in the
therapeutic process of self-analysis and exploration. The subject lived independently
and was mentally competent to sign the consent form for this study. Based on a
psychotherapy approach, the planned interventions in this study included (1) the
individual therapy, and (2) in conjunction with individual therapy, family therapy
approach was used to support the subject's treatment.
In individual therapy, there were two preliminaries to the actual treatment
including:
(1) The subject was provided the orientation to neurotic anxiety, inappropriate
fear. The subject could have some understanding of what is special about neurotic
anxiety, and appropriate fear. According to Wolpe (1990), "fear is appropriate under
circumstances of real danger, for example walking alone at night in an unsafe
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neighborhood. Fear is not appropriate when elicited by situations that contain no real
threat -- such as seeing somebody receive an injection or entering a crowded
room .. .Inappropriate fear is called neurotic fear," (p. 90).
(2) The researcher decided on the strategy appropriate for the subject. In the
subject's case, the systematic desensitization technique was used as behavioral
modification to reduce or break down the subject's anxiety (fear) in social situations.
In general, systematic desensitization is indicated for the treatment of fear evoked by
situations that one cannot handle (Wolpe, 1990). In the subject's case, the technique
was to employ a counteracting emotion step-by-step to overcome an undesirable
emotional habit.
Systematic desensitization technique involved three sets of operat~ons:
(a) Relaxation training was introduced to the subject. The researcher
asked the subject to sit down with his eyes closed and to begin a
breathing exercise. During inhalation and with his muscles completely
relaxed, the subject was asked to say silently in his mind, "I am letting
go of my fear when I meet people", or "I am not afraid to talk to
people". The subject was asked to do this for about six to twelve
minutes. During the actual treatment process, whenever the subject
started getting nervous, he was asked to do the same relaxation exercise
for about ten to fifteen minutes.
(b) The construction of anxiety hierarchies began; the subject was
exposed to a variety of social situations while trying to remain relaxed
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as much as possible. The subject started with a minimally stressful
situation (taking a walk with the researcher, outside the office, and
greeting the people we met on the way with a little smile saying "Hello,
how are you?") Then, he met and had conversation with two or three
people. The subject then attended recreation with a small group of
Vietnamese seniors in the center. Gradually, he attended the mental
health education / support group of 20 members, which the researcher
was conducting at the center. Then he shared his life-story with the
group, and had lunch at the senior center with the group.
(c) The subject designed his own personal hierarchies with the help of
the researcher as they applied to whatever stress or anxieties he had,
ranking and ordering the situations as he prepared for the actual
desensitization process. This was done during the pre-treatment period
in the first two sessions. During the pre-treatment period, the researcher
used "talk therapy" to normalize the subject's reactions by educating
him about the nature of his PTSD. In applying the systematic
desensitization, a one-hour session per week was needed. To augment
the practice of desensitization of the subject's fear, the researcher
assigned the subject to do homework, or daily practice.
When the subject had built the hierarchies for his fear and learned to relax, the
actual desensitization process began. This process involved replacing his fear of
being in various social situations by decreasing or replacing that fear with relaxation.
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Thus, the subject was able to socialize with a larger group of people. These exercises
required about fifteen to twenty minutes of observation each week.
In conjunction with individual therapy, a family therapy approach was used to
support the subject's treatment and confidence in overcoming his PTSD symptoms.
This supportive approach stressed the importance of family education about PTSD
and the particular manifestation of his behavior, as well as why he had fear in various
social situations and why he avoided them.
Within the Vietnamese culture, people consider the family as the center of the
individual's life, the unit of society, and the model or prototype for all social
relationships. All the members in the family have an obligation to provide one
another with material as well as moral and emotional support. Consequently, the
subject's strongest motivational force in his PTSD treatment was his family. The
subject's family was able to help him re-establish some sense of control by providing
the care, love, and respect he needed. It was important that the therapist help his
family, particularly his wife, to understand his PTSD problems and direct them to
help him overcome his phobia by accepting him and having a positive attitude toward
him. Consequently, family support in his treatment was one of the most important
factors of the subject 1 s therapy.
The goals or the desired outcomes of the intervention were (I) to minimize or
break down the effects of PTSD in order to reduce the subject's social isolation, his
lack of interaction with other individuals, and the separation of himself from the
outside world, and (2) to improve his relationships with his family and community,
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through his understanding about PTSD and his psychological problems. The
effectiveness of the intervention were determined by the standard measures used and
the subject's self-report logs.

It is important for both psychotherapist and behavioral therapist to know how
anxious the client is at a particular time and in relation to what circumstances
(Wolpe, 1990). Therefore, the researcher first utilized the Subjective Anxiety (Sud)
Scale to measure the subject's tolerance of fear. In this study, the construction of the
Sud Scale was based on the magnitude of the subject's anxiety responses to specific
stimuli. That is, in measuring the anxiety aroused by presenting stimuli in a
hierarchical way, the subject's initial anxiety state was assessed and recorded at the
onset of the study.
Using the Subjective Anxiety (Sud) scale, the subject reported his own
tolerance for fear on a scale of Oto 100. The highest anxiety that the subject could
have experienced is 100. The subject's tolerance for fear was measured during the
treatment phase or at the actual desensitization period. This scale was introduced to
the subject verbally as follows: "Mr. V., think of the worst anxiety you have ever
experienced or can imagine and assign to it the number 100. Then think of the state
of being absolutely calm, no anxiety at all, and call this Zero (0). At this moment,
using increments of 10 's, how do you rate yourself? What number would you give to
yourself?"
The Sud scale was created by Dr. Joseph Wolpe, and the score can be
generally interpreted as follows: 0 is none; 50 is moderate; and 100 is high. There
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were 10 intervals, ranking from the least to the most fearful circumstances that the
subject could imagine. The time spent for each interval was dependent on what the
,

subject could handle when being exposed to each situation.
Accordingly, the subject's level of tolerance for fear was constructed
hierarchically as the following:
0

Calm state

10

The thought of going to meet someone

20

Actually meeting a person

30

Meeting two to three persons

40

Meeting a small group of five persons

50

Meeting a group of ten people

60

Meeting a group of fifteen people

70

Meeting a group of twenty people

80

Giving a speech to ten people

90

Giving a speech to twenty people

100 Giving a speech in front of a large group, fifty or more people
The second measurement technique used was the Social Avoidance and
Distress Scale (SAD), which is 28 items designed to measure social fear or to assess
anxiety in a social situation. The SAD scale was created by David Watson and
Ronald Friend (Fischer & Corcoran, 1994, p. 593). It was appropriate to utilize this
instrument because it provides a screening test for social anxiety, and it assessed two
aspects of anxiety: one's experience of distress, discomfort, and fear, and the
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deliberate avoidance of social situations (Fischer & Corcoran, 1994, p. 593). The
SAD scale was chosen because it used simple language and could be administered
orally or with paper and pencil. It required no special training for interviewers.
The scoring protocol and guidelines for interpretation are described as
follows: According to Fischer & Corcoran (1994), each item is answered either
"true" or "false." Items 2, 5, 8, 10, 11, 13, 14, 16, 18, 20, 21, 23, 24, and 26 are
keyed for "true" answers, while the other items are keyed "false." {p. 593). The
author of the scale noted (as cited in Fischer & Corcoran, 1994, p. 593) that the
answers which match the keyed response are given the value of 0. Possible scores
range from Oto 28 with higher scores indicating more anxiety. The scale's reliability
was described as follows: The instrument's internal consistency was assessed by
correlating each item with the total score on the SAD. The average item to total
score correlation was .77 (Fischer & Corcoran, 1994, p. 593). It is stated,
"Reliability was also determined by using the Kuder-Richardson Formula 20 and was
excellent with a correlation of .94. Test-retest reliability for a one-month period was
.68 using a sample of 154 college students enrolled in summer school and .79 for a
separate sample" (Fisher & Corcoran, 1994, p. 593). The SAD's validity was
assessed by testing to see whether subjects with high scores showed more discomfort
in a social situation than did subjects with lower scores (Fischer & Corcoran, 1994,
P.593). The SAD scale is shown in Appendix A.
The other measurement was a Socialization Activities Weekly Log which was
developed by the researcher. The log was not a precise scientific instrument.
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However, from the viewpoint of face validity, it was a useful and simple tool that
provided quantitative data about the subject's socialization activities on a weekly
basis. The socialization activities included phone conversations or face t.o face
conversations, visiting, and socializing. The subject was required to rate his
socialization activities for the week using four possible responses as follows:
1. No activities
2. Having one to two activities
3. Having three to four activities
4. Having five or more activities
The scoring on the Socialization Activities Weekly Log ranged from 0-4, with
"no activities" being assigned a score of 0, and "five or more activities" being
assigned a score of 4. A higher score indicated an increase in socialization activities.

It was believed that the socialization activities and weekly log could indicate any
change in social isolation. The weekly log is shown in Appendix B. In addition to
the formal scales and weekly log, the researcher also kept notes in which the
observations and interactions of the sessions were described. The weekly log and the
case notes were employed concurrently to measure progress toward goals.
Due to cultural sensitivity, the SAD scale and the weekly log were translated
into written Vietnamese using the translation back-translation method (Brislin, 1970).
First, the instruments were translated into the Vietnamese language by the researcher,
a Vietnamese-English speaker. Second, a Vietnamese-English speaking graduate
student who was not familiar with PTSD or social anxiety problem was asked to
28

back-translate instruments into English. Then the original instrument was compared
to its back-translated version. If there were any particular part with discrepancies, it
would be resolved by a team including two Vietnamese-English speaking mental
health professionals and a non-Vietnamese speaking social work professional.
The intervention with the subject lasted for 10 weeks. During the first two
weeks of this study, the researcher developed a therapeutic relationship with the
subject. This is the baseline phase needed for the establishment of rapport and trust
between the researcher and the subject. During the baseline period, the researcher
reviewed the subject's problem and behavior. Then the goals or desired outcomes
were identified. The termination issue was addressed in the baseline period and was
brought up as a reminder during the treatment phase.
The training for relaxation and the anxiety hierarchies were introduced to the
subject. Also the baseline measures were collected during the first two weeks of the
project. The treatment was carried out during the treatment phase, which lasted for
seven weeks. In this period, systematic desensitization was applied to the subject
once a week by the researcher. There was one psychotherapy session per week and
each session lasted for forty to sixty minutes.
Treatment ceased at the end of the ninth week. At the tenth week, the subject
completed the post-test which was compared to the pre-test in the second week of the
project. The tests were scored using the same Social Avoidance and Distress (SAD)
Scale. Due to the subject's limitation of the use of English, the study was conducted
in Vietnamese by the researcher, a bilingual Vietnamese-American woman.
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The study utilized a single system AB design that is most often used by social
work practitioners and researchers (Nelson, 1988). The "A" (dependent variable) is a
baseline measurement of the subject's social anxiety prior to treatment. This baseline
was established during the first two weeks. For example, the researcher considered
the administration of the Social Avoidance and Distress (SAD) Scale, which was
initially used to measure the subject's anxiety or fear in social situations. This was a
pre-test, and the results of the pre-test were compared to the subject's condition after
treatment. The "B" part of the design was the data collection during the treatment
phase. Data was collected from different sources including subject self-reports,
subject-kept logs, subject's family reports, researcher's notes, testing results, and
observations. At the conclusion of the intervention phase, the data was analyzed to
evaluate the decrease in the subject's level of anxiety or fear of social situations.
The AB design was chosen because of its appropriateness to the researcher
engaged in social work practice as well as to the short-term nature of the study. The
AB single subject design allowed the researcher to concentrate on one subject to
determine whether or not a change had occurred in the subject's behavior.
According to Royse (1995), the advantages of this AB design include: (1)
providing practitioners with immediate and practical feedback on the subject's
progress, helping the researcher to continue with a particular technique or to modify
the interventions; and (2) the design was simple to understand and to use. "Because
of its simplicity, the AB design is virtually unlimited in its applicability in social
work. This is perhaps its greatest strength." (Royse, 1995, P. 61)
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The single subject AB design seemed to be appropriate and effective in
carrying out the study on the subject. However, it had various disadvantages that
Royse (1995) has described: (1) this design could not be used to prove whether or not
the changes in the subject's behavior are due to specific interventions used. There
may have been other factors that were responsible for change in the subject; (2) there
is no control to compare with the subject. Therefore, there is no control for internal
validity; and (3) in using a single subject, the researcher cannot generalize the results
with the population in general. In order to have greater generalization, the study
would need to be replicated with a number of clients.
Data analysis was made of the results on the pre-test measures, of the weekly
log, and of post-test measures to determine if the intervention had a measurable
impact on the subject's social anxiety and social isolation. The case notes provided
qualitative information about the sessions and observations (before and during the
intervention period) in order to record change or improvements. The comparisons
between the quantitative data (scale and log scores) and the qualitative data (the
observations and case notes) were included in the analysis of the intervention.
Graphs were utilized to visualize presentation and comparison of the data.
No physical harm to the subject was anticipated. The study involved only
minimal mental risk to the human subject, but no greater than one would encounter in
daily life. Privacy and confidentiality were protected by using a false name for the
subject. Family members' names were changed or not used to preserve anonymity.
The Human Subjects Committee at San Jose State University gave approval for this
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research study on November 12, 1998. The approval letter from the University is
shown in Appendix C. A copy of the Field Agency's Approval of Research Project
Prospectus Form is shown in Appendix D. The Consent Form is shown in Appendix
E. Diagnostic criteria for 309.81 Post-Traumatic Stress Disorder in DSM-IV, 1994,
P .427 is shown in Appendix F.
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VI. Results
The purpose of this study was to determine if the intervention could reduce the
effects of PTSD symptoms, and help break down the subject's social isolation. The
results of this research project were based on quantitative and qualitative data that
were collected during the ten weeks of intervention.
A review of the Sud Scale collected during the treatment phase presented the
subject's level of fear tolerance when he was exposed to the social situation in each
session. The result of the measure is displayed in figure 1.

Figure 1: Rating of the Subject's Fear Tolerance
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The Wolpe's Sud Scale was utilized as a measurement for fear tolerance
during the treatment phase. The subject reported his own tolerance for fear on the
scale of Oto 100. According to Wolpe (1990), the score can be generally interpreted
as follows: 0 is none; 50 is moderate; and 100 is highest level of fear tolerance. As
demonstrated in figure 1, the subject had no (0) level of fear tolerance in the first two
weeks. The treatment was not conducted in the first two weeks. During the first two
~

weeks of this study, the researcher developed a therapeutic relationship with the
subject. This is the baseline phase needed for the establishment of rapport and trust
between the researcher and the subject. The relaxation lessons and breathing
techniques were given to the subject during the baseline phase.
During the third week, the treatment began. The procedure was started by
taking the subject to the outside of the office (where there were many people walking
by). The subject took a walk with the researcher and greeted the people on the way
with a little smile and said "Hello, how are you?" A plan was made to keep him
walking and greeting people for a maximum of twenty minutes, but after fifteen
minutes, the subject began to show the signs of physical discomfort such as heavy
breathing and trembling hands. The relaxation exercises were given whenever he
displayed fear reaction. As demonstrated in figure 1, the subject's level of fear
tolerance was 20 on the scale.
The fourth week, the subject had a conversation with one person for fifteen
minutes during the treatment session in the center. At first, the subject was nervous
while talking. However, after few minutes, he showed some signs of being relaxed
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such as smiling and stopping the trembling of his hands. The subject reported that
his level of fear tolerance was 30 on the scale.
The fifth and the sixth week, the subject had a conversation with 2-3 people in
the senior center for about twenty minutes. He moved one step up on the scale. He
was able to talk with more than one person, and seemed more comfortable and more
confident in trying to talk with them. In the fifth and sixth sessions, the subject
reported that his level of fear tolerance was 40 on the scale.
In the seventh week, the subject attended activities with a small group of
Vietnamese seniors at the center. In this session, the subject did show improvement
in the level of fear tolerance. The subject was able to play cards and talk with people
in the center for about twenty-five minutes. He was able to control his anxiety while
he played cards with the group. He reported that the level of fear tolerance was 50 on
the scale.
In the eighth session, the subject attended the education/support group of 20
members that the researcher conducted at the John XXIII Senior Center. The subject
was exposed to a larger group of people. In this session, his anxiety set him back to
'

the sixth week's level, 40 in the scale. He felt very uncomfortable and was able to
endure for only ten minutes with the group. It was obvious that Mr. V. was
struggling to deal with his fear by the evidence of his physical reaction-- perspiration.
He was not able to control his anxiety for more than ten minutes.
In the ninth session, the subject attended the education/ support group again.
This time his wife was also present in the group. In this session, the subject showed
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a significant improvement in tolerance of fear. He was able to participate with the
group for twenty-five minutes. He had been able to control his anxiety for a longer
time period. He reported that his level of fear tolerance was 50 on the scale.
In the tenth week, the treatment ceased. Therefore, the level of fear tolerance
in the tenth session was not shown in figure 1. In this session, the subject was given
a post-test, using the same Social Avoidance and Distress (SAD) scale to score
results. As a result, the post-test score was 20 on the scale. Upon comparing the pretest score with that of the post-test, the researcher found that the subject's level of
social avoidance was 5 points lowered after the treatment. The results of pre-test and
post-test are exhibited in figure 2, on page 37.
At this point, the researcher recognized that the subject's chronic psychological problems needed a longer timeframe for his treatment. The researcher helped the
subject to understand that post- traumatic problems do not go away by themselves,
and that he has to work with effort for recovery. He needs to accept the fact that he
has been traumatized for a long time. It will take time to be healed. The subject was
encouraged to continue having treatment for his mental health problems. The
researcher made it clear to him that it is acceptable to seek help. The subject was
also encouraged to continue to participate in a support group for Vietnamese older
adults who have post-traumatic problems. A group atmosphere would provide him
with new coping skills.
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Figure 2: Social Avoidance and Distress (SAD) Scale
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Figure 2 demonstrates the combined results of the baseline measurement taken
in the second week of the intervention and the measurement taken in the tenth week
when the intervention was completed. As is seen, there was little change or
improvement in the subject's score after interventions were administered. His SAD
post-test score had exhibited a change from his baseline or pre-test score. His pretest score was 25, and his post-test score was 20. According to Fisher & Corcoran
(1994, p. 593), the score 28 indicates the highest level of social anxiety and social
avoidance. Thus, the subject's initial score in the pre-test was an indication of a
rather high social anxiety and social avoidance. The post-test showed that the subject
had a lower score of social avoidance.
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As a measurement tool during the intervention, the subject was required to
rate his socialization activities every week by using four possible responses: "No
activities," "Having one to two activities," "Having three to four activities," "Having
five or more activities." The scoring was ranged from 0-4 with "No activities being
assigned a score of 0, " and "five or more activities being assigned a score of 4." A
higher social activity score indicated an increase in socialization activities and a
reduction in social isolation. Figure 3 shows the subject's scores on the Socialization
Activities Weekly Log.

Figure 3: Socialization Activities Weekly Log
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As demonstrated in figure 3, the subject's number of socialization activities
gradually increased. During the seventh and eighth week the number of socialization
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activities increased significantly. According to the researcher's case notes, the '
subject described that he was happy in the seventh and eighth week of treatment. He
indicated that during these weeks the Vietnamese community celebrated the
Vietnamese New Year. His son and daughter-in ,-law came to visit him and stayed
with him for a few days. Also the subject and his wife also visited some Vietnamese
friends during those weeks. His wife encouraged him to participate consistently in
socialization activities. As a result, the score of socialization activities in these two
weeks were highest among the ten weeks of treatment. However, after the New Year
celebration the subject's socialization activities decreased significantly. In the case
notes, the subject reported that during the ninth and tenth week, he did not feel happy
because his son and daughter-in-law returned to their home. He also missed
Vietnam, and was concerned about his relatives and friends who are still in Vietnam.
In the case notes, the researcher described that during the intervention period
the subject was generally friendly, cooperative, and expressed interest in participating
in this research study. The subject was motivated and exhibited initiative to improve
or change his quality of life.
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VII. Discussion
The scores on the Social Avoidance and Distress (SAD) Scale demonstrated
that the subject's level of social avoidance was changed or improved after the
intervention. However, the subject's improvement was slight. Two reasons may
have affected the level of result. First, the subject of this study already had a chronic
level of social anxiety resulting from his experience in the Communist Vietnam reeducation camp in 1975. Second, the research considered the subject to have longlasting and complicated mental health problems presented to the PTSD. Although
brief, the intervention demonstrated that the desensitization process could be
effective if the client's social involvement and reduction of fear tolerance in a
moderately structured environment could be continued.
The subject's socialization activities weekly log demonstrated some swing or
variability on the socialization activities. The case notes indicated that the type or
nature of the social contacts or activities, such as extended visits from the subject's
son and daughter-in-law and friends, had positive impact on the subject's mood and
social isolation. Therefore, the family and the community could play an important
part in helping the subject decrease his social isolation.
Throughout the intervention period, the researcher educated the subject about
the necessity for socialization activities, and community activities, that could reduce
the social isolation problems. The subject was provided numerous community
events, at several local senior centers. The researcher encouraged the subject to
participate in these social activities to expand his support system, and to reduce his
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social isolation. The subject recognized his limited social support system, and
expressed interest in participating at the senior center and in some community
activities.
In this study, the researcher found that the desensitization technique was not
the best procedure to meet her expectations, that is, to break down the social phobia
in the subject. However, the systematic desensitization is a good way to handle
learned anxiety and behavioral problems in the short terms. In the subject's case, the
subject's social phobia was gradually reduced during the treatment although the
reduction was not as great as anticipated. The technique demonstrated the subject
could learn new behaviors, but the experience suggested longer mental health
treatment was needed to harness the chronicity of the problem.
The researcher also found that the subject of this study, as happens to many
other Vietnamese clients associated with mental health problems, was often ashamed
of his symptoms, and did not want to talk about them. Therefore, education played
an important role in demystifying the condition. Through education, the subject
understood that after the long period of time he was isolated in the re-education
camps, his anxiety response to the social situations was normal, and not "crazy".
Homework assignments and encouragement were the elements of successful therapy
in this intervention. The researcher played the role of a supportive coach working
through feared situations while encouraging, pushing gently, and reassuring.
The limitations of this study were first, the single subject AB design could not
be used to prove the changes in the subject's behavior, due to the specific
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interventions used. There were other factors that were responsible for change in the
subject, which probably included the education and his wife's encouragement and
support. Secondly, this study was not community-based, but had a single subject
focus. As such, the data reported and the results in this study cannot be generalized
to all Vietnamese veterans in the United States. More research needs to be done in
this population to determine the most appropriate and effective treatment modalities
for this population, who suffer from a chronic disorder. The therapist must plan for
long-term treatment, and not pressure for a rapid cure, which may provoke further
PTSD symptoms.
The strengths of this intervention included involvement of individual and
family therapy, and spiritual concerns. In the individual sessions, the researcher was
able to build trust and rapport between the subject and the researcher. To help the
subject to cope with his anxiety and his fear, the researcher began the session with
relaxation by practicing breathing while listening to soft music. Since the subject is a
devout Catholic, after practicing breathing, the researcher, who is also of the same
faith, discussed spiritual life and they prayed together for a few minutes, then the
subject continued sharing his life and his post-traumatic stress problems.
The researcher worked with the subject's family, which was an important part
in helping him to reduce his social isolation. In the baseline phase, the researcher
met with his wife to collect more information about him, and to orient her in
understanding her husband's problems, his needs, and his healing process. By
understanding her husband's dilemma, she was able to help him get through the
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treatment process. The researcher also talked with the subject's son and daughter-inlaw to help them understand the importance of their father's improvement. As a
result, they came to visit their father more often to support him emotionally,
psychologically, and financially ifhe needed it. Another strength included the
awareness of Vietnamese cultural values and language. The researcher conducted the
study in Vietnamese, the subject's native language. The subject was friendly,
cooperative, and expressed interest in participating in this study. Even though the
subject had a chronic social avoidance problem, he hoped that after treatment, his
social phobia would be reduced. It was "hope" that kept him going. His hopefulness
was his strength, which gave him a sense that life was still worth living.
It was mentioned in the early part of this paper that the number of Vietnamese

veterans and re-education camp survivors who have entered this country is growing.
It is necessary to have culturally appropriate mental health services available and

future research is needed to evaluate the outcome of such services. Finally, the
researcher realized that Vietnamese veterans have problems due not only to loss,
displacement, and refugee status, but also due to the effects of excessively horrible,
man-made traumas. In order to create effective therapy for this population, the
therapist must have a meaningful integration of multiple therapeutic treatments
because of the great differences between the Western and Asian cultures.
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Nhimg Sinh Ho~t Xi Giao Hang Tuln
(Socialization Activities Weekly Log)

Tuln# _ _ __
Xin danh Mu vao ca.u 1ni Im nao dung nhft cho b~ trong tuln qua.

~

di c6 bao

nhieu Dln sinh ho~t nhu n6i chuy~n qua di{m tho~, n6i chuy~n di{m d6i di{m, va tham
vi€ng hay hQp ~t xi giao trong tuln.

1. Khong c6 sinh ho~t nao _ _ __

2. C.6 m()t hay hai Ian _ _ _ __
3. C.6 ha Mn b6n Ian - - - - - 4. C.6 nam Ian hay nht~u han _ __
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TO:

Cecilia Nguyen
1050 St. Elizabeth Drive
San Jose, CA 95126

FROM:

Nabil Ibrahim, N . : - - : ! : ' o v n ~
Acting AVP, Gradu.at; S~die~ch

'Graduate Studies and Research

DATE:

November 12, 1998

pne Washington Square
pan Jose, CA 95192-0025
Voice: 408-924-2480
~ax: 408-924-2477
~-mail: gstudies@wahoo.sjsu.edu
ttp://www.sjsu.edu

The Human Subjects-Institutional Review Board has approved
your request to use human subjects in the study entitled:

I

anJose State
NIVERSITY

pffice of the Academic
ltice President
~ssociate Vice President

"The Effectiveness of Applying Psychotherapes
to a Vietnameses with Post Traumatic Stress
Disorder''
(

'-

This approval is contingent upon the subjects participating in
your research project being appropriately protected from risk.
This includes the protection of the anonymity of the subjects'
identity when they participate in your research project, and
with regard to any and all data that may be collected from the
subjects. The Board's approval includes continued monitoring
of your research by the Board to assure that the subjects are
being adequately and properly protected from such risks. If at
any time a subject becomes injured or complains of injury, you
must notify Nabil Ibrahim, Ph.D., immediately. Injury includes
but is not limited to bodily harm, psychological trauma and
release of potentially damaging personal information.
Please also be advised that all subjects need to be fully
informed and aware that their participatio_n in your research
project is voluntary, and that he or she may withdraw from the
project at any time. Further, a subject's participatio~, refusal to
participate, or withdrawal will not affect any services the
subject is receiving or will receive at the institution in which
the research is being conducted.

If you have any questions, please contact me at
(408) 924-2480.
The California State University:

Chancellor's Office
Bakersfield, Chico, Dominguez Hills,
Fresno, Fullerton, Hayward, Humboldt,
Long Beach, Los Angeles. Maritime Academy,
Monterey Bay, Northridge, Pomona,
; Sacramento, San Bernardino, San Diego,
: San Francisco, San Jose, San Luis Obispo,
! San Marcos, Sonoma, Stanislaus
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AppendixD

Field Agency's Approval of Research Project

58

San Jose State University
College of Social Work
Field Agency's Approval of Research Project Prospectus
Instructions: This form must be completed by all students participating in
univers.ity related .research projects, including S.W. 298 projects.
The form should
be completed and submitted to the student's S.W. 298 instructor or faculty sponsor.
All students are expected to advise their agencies of the content of their research ·
projects as well as plans related to their proposed methodology, data collection, and
data analysis activities. Completion of this form does not remove the obligations of
students to complete other college, university, or agency research review and
approval procedures/ policies.
If significant changes are made in the project a new form must be completed and
submitted. All S.W. 298 students must complete and submit this form prior to
commencing their actual research work with data collection or clients; and in any
event before the end of their first semester of study.

Tne field instructor's or other agency representative's signature certifies that the .
student has discussed and shared their plans with the agency, and that the agency is
not in.opposition to the project. The S.W. 298 instructor and/or other college
officials should be contacted if there are any concerns; questions, or objections.
Catholic Charities
Name of Student Cecj l j a Nguyeri Name of Agency John XXI I I Center
Field Instructor's Name Katherjne MasonF.l's Telephone#c 408 ) 944 -0469 ext.189
SJSUinstructor's NameFred Prochaska Semester(s)Fall 1998/ Spring 1999
. Propo.sed Topic: The Effectiveness of Applying Psycho~herapy to a
Vietnamese V~teran Diagnosed with Post Traumatic Stre.SSDis~rder.
Brief Description of Project - Timelines, Sample/Subjects, and Methodology:
Thi~ research project is a Single~Subject AB Design to determine
whether Psychoth~ra,y/Psychoeducation could reduce the subject•s
PTSD_symptom~, and 1mprove the subject•s Self-Confidence and
qual1ty of l1fe.
·
This study will be conducted within the time frame of 10 weeks.
It will be implemented in November 1998 at John XXIII
Multi-Services Center.
'
'
Signature of Student ~ e ¢
/
A

Date

/0 /

~

2-

/Lf?

Signature of Field Inst./ Agency ~ ~ / 4 - ~ .'• Date
.
!..___~-,
'/ (i
.
n ~
Signaf:ure of 298 Instructor/College Rep. ·-:VV\p.- u, 1; r .ti_1.••~ Date
1

I

0
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Consent Form

Agreement to Participate in a Special Project Study
I have been asked to participate in a special project study that will evaluate the
progress of an individual with Post-Traumatic Stress Disorder after Psychotherapy
and Psychoeducation approaches are implemented. The purpose of this study is to
determine if the treatment of psychotherapy and psychoeducation can reduce the
individual's Post Traumatic Stress Disorder (PTSD) symptoms.
No physical or psychological harm is anticipated as a result of participation and there
is no compensation foJ participation. The results of this study will not jeopardize my
privacy and anonymity.
,

No services of any kind, to which I am entitled, will be denied me if I decide to
participate in this study.
Participation is voluntary, and that I may withdraw from participation at any time
without risk to services presently being received.
Questions about the participation in this study may be addressed to Cecilia Nguyen,
MSW social worker intern, at (408) 955-9170 Ext. 137. Any complaint about '
participation in this project may be presented to Dr. Fred Prochaska, Project
Chairperson/ Advisor, at (408) 741-2095. Questions about research, subject's rights,
or research-related injury may be presented to Serena Stanford, Ph. D., Associate
Vice President for Graduate Studies and Research, at (408) 924-2480.
My signature on this document indicates my voluntary agreement to participate in
this study.
The signature of the researcher on this document indicates that the participant has
been fully informed of his rights.

(Participant's Name)

(Researcher's Name)

(Signature)

(Signature)
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(Date)

(Date)

Social Avoidance and Distress (SAD) Scale

For the following statements, please answer each in terms of whether it is true or
false for you. Circle T for true or F for false.

T F

1. I feel relaxed even in unfamiliar social situations.

T F

2. I try to avoid situations, which force me to be very sociable.

T F

3. It is easy for me to relax when I am with strangers.

T F

4. I have no particular desire to avoid people.

T F

5. I often find occasions upsetting.

T F

6. I usually feel calm and comfortable at social occasions.

T F

7. I am usually at ease when talking to someone of the opposite sex.

T F

8. I try to avoid talking to people unless I know them well.

T F

9. If the chance comes to meet new people, I often take it.

T F 10. I often feel nervous or tense in casual get-togethers in which both
Sexes are present.
T F 11. I am usually nervous with people unless I know them well.
T F 12. I usually feel relaxed when I am with a group of people.
T F 13. I often want to get away from people.
T F 14. I usually feel uncomfortable when I am in a group of people I don't
know.
T F 15. I usually feel relaxed when I meet someone for the first time.
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T F 16. Being introduced to people makes me tense and nervous.
T F 17. Even though a room is full of strangers, I may enter it anyway.
T F 18. I would avoid walking up and joining a large group of people.
T F 19. When my superiors want to talk with me, I talk willingly.
T F 20. I often feel on edge when I am with a group of people.
T F 21. I tend to withdraw from people.
T F 22. I don't mind talking to people at parties or social gatherings.
T F 23. I am seldom at ease in a large group of people.
T F 24. I often think up excuses in order to avoid social engagements.
T F 25. I sometimes take the responsibility for introducing people to each other.
T F 26. I try to avoid formal social occasions.
T F 27. I usually go to whatever social engagement I have.
T F 28. I find it easy to relax with other people.
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Ban Trac Nghi¢m d~ Do Luang S\T Xa Llnh Giao Ti€p Vm Xa H()i
(SAD Scale)
D~ xac nh~n nhfrng di'eu sau day, xin tra Im cho m6i cau dung hay sai cho guy vj.
N €u dung xin khoanh trcm chfl' T; n€u sai xin khoanh trcm chfl' F.

T

F

1. Toi cam thiy binh tmh mi;ic du atrong nhfrng mOi truang xa h()i khOng
quen thu()c.

T

F

2. Toi c6 tranh nhfrng mOi truang ma tOi phai giao t€.

T

F

3. TOi de dang bmh than d6i v6'i nhfrng ngum khOng quen bi€t.

T

F

4. TOi khOng c6 di'eu gl d~ mu6n ch6n tranh thi~n h~.

T

F

5. TOi thuang thiy kh6 chju trong nhi'eu hoan canh.

T

F

6. Thuang thuang tOi cam thiy de chju trong nhfrng djp phai giao t€.

T

F

7. Toi thuang cam thiy de dang khi n6i chuy¢n vm m()t ngual khac phai.

T

F

8. Toi c6 gang tranh n6i chuy¢n vm ngum ta ttir khi tOi th~t quen bi€t hQ.

T

F

9. Toi khOng bo nhfrng ca h()i gi;ip ga nhfrng ngum khOng quen bi€t.

T

F

10. Toi thuang cam thiy bit binh finh hay cang thing trong nhfrng bu6i hQp
mi;it bit thuang ma trong d6 c6 mi;it ca hay phai.

T

F

11. Toi thuang bi mat binh finh d6i vm dan chung ttir khi tOi th~t quen bi€t
hQ.
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T

F

12. TOi thuang cam thiy bmh finh khi tOi atrong nh6m dong nguai.

T

F

13. Toi thuang mu6n ch6n tranh dful chung.

T

F

14. Toi thuang cam thiy kh6 chju khi tOi atrong m()t nh6m ngum ma tOi
khOng bi€t hQ.

T

F

15. TOi cam thiy mmh bmh tmh khi g~p ngum ta lan d':lu ti~n.

T

F

16. Khi tOi duqc gi6i thi¢u v6i ngum khac, tOi thiy mat bmh finh va cang
thfing.

T

F

17. M~c du trong m()t phong day nhfrng ngum 1~, tOi van than nhi~n bu6'c
vao khOng sao.

T

F

18. Toi se tranh ne di v6i, hay tham d\f vao v6'i nh6m dong ngum.

T

F

19. Khi ngum tr~n quy~n mu6n n6i chuy¢n v6i tOi, tOi san sang n6i chuy¢n
v6i hQ.

T

F

20. Toi thuang cam thiy bi bit tmh tinh khi atrong m()t dam dong nguai.

T

F

21. Toi co khuynh hu6'ng tranh ne ngum khac.

T

F

22. Toi khOng ng~i n6i chuy¢n v6i ngum ta atrong nhfrng bu6i ti¢c hay
nhfrng bu6i tv t~p xa giao.

T

F

23. ft khi tOi hoa d'6ng trong nh6m dong ngum.

T

F

24. TOi thuang lay nhi~u c6' d~ tfr ch6i nhfrng bu6i xa giao.

T

F

25. Toi thinh thoang chju trach nhi¢m vi¢c gi6i thi¢u ngum ta v6i nhau.
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T

F

26. Toi tr6n tninh nhftng vi~c xa giao nghiem trang.

T

F

27. Toi thucrng d€n bit cu nhftng budi xa giao nao ma toi c6.

T

F

28. Toi thiy de dang bmh tinh d6i vm nhftng ngum khac.
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Socialization Activities Weekly Log

Week# - - - - Please mark the answer that best describes how you rate your socialization
activities (such as a phone conversation, face to face conversation, and visiting
or socializing with others) for the week.

1. No activities

---------

2. One or two activities
3. Three to four activities - - - - 4. Five or more activities - - - - -
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Ban Ung Thu@n

StJ Dbng Y Tham Gia vao m()t vi¢c N ghi~n Ccru h9c hoi D~c Bi¢t
(Agreement to Participate in a Special Project Study)

Toi da duqc mcri tham gia vao m()t d\f djnh nghi~n cuu h9c hoi d~c bi¢t ve m()t ngucri
bi khimg hoang tinh th'an sau khi trai qua nhfing bien co kinh hoang trong dcri song.
Vi¢c nghi~n cuu nay la de djnh lu(Jilg sl)' tien trien cua m()t ngucri sau khi da duqc
chua ttj bang phuung phap tfun ly va giao dvc. Mvc dich cua vi¢c h9c hoi nay la de
xem phuung phap tri li¢u bang tfun ly va giao dvc c6 lam thuy~n giam slJ khung
hoang tinh th'an cua ngucri nay khOng.
Ket qua cua vi¢c tham gia vao vi¢c h9c hoi nay se khOng bi tai he;ti ve,the ly hay tam
ly. Ngucri tham gia se khOng duqc tra cOng bang ti~n be;tc. T~n tu6i va dm tu cua tOi
se khOng bi nguy he;ti.
Tit ca nhfing dich vv ma tOi dang duqc quy~n hmmg se khOng bi tu choi khi tham gia
vao vi¢c h9c hoi nay.
Vi¢c tham gia nay hoan toan do sl)' tl)' nguy¢n va tOi c6 the rut lui khOng tham gia bit

cu hie nao ma khOng anh huong den nhfing quyen 1¢ ma tOi dang duqc huong.
Nhfing thac mac ve vi¢c tham gia vao vi¢c h9c hoi nay se duqc d~t ra v6i Cecilia
Nguyen, Nhan vi~n Xa HQi dang thl)'c t~p de liy bang Cao H9c ve COng Tac Xa HQi,
te;ti so di¢n thoe;ti: (408) 955-9170, ext. 137. Bit cu dieu gi muon phan nan ve vi¢c
tham gia nay se duqc trinh bay v6i Dr. Fred Prochaska, vi chu tich/ c6 van, te;ti so

(408) 741-2095.
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Nhfing thac mac v~ s\f tham khao, quy~n 1¢ cua ngum tham gia, va nhiing t6n thucmg
lien quan d€n vi¢c tham khao h9c hoi nay se duqc trmh bay val Serena Stanford, Ph.
D., Trq Ta Pho Chu Tjch cua trucmg Cao H9c lien quan d€n vi¢c nghien cuu h<;>c hoi,
t~i s6 (408) 924-2480.
Chu ky cua toi tren ban hru nay n6i len s\f d'6ng y t\f nguy¢n cua tOi v~ vi¢c tham gia
vao

CU◊C

tham khao hQC hoi nay.

· Chu ky cua ngum nghien cuu h9c hoi tren ta hru nay n6i len rang ngum tham gia da
duqc trmh bay cho bi€t tat ca nhfing quy~n 1¢ cua h9.

Ten Ngum Tham Gia

ChuKy

Ngay

Ten Ngum Lam Nghien 01u

ChuKy

Ngay
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Appendix F

Diagnostic Criteria for 309.81. Post-Traumatic Tress
Disorder in DSM-IV
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Diapostic criteria for 309.81 Post-Traumatic Stress Disorder

A. The person has been exposed to a traumatic even in which both of the following
were present:
(1) the person experienced, witnessed, or was confronted with an event or events
that involved actual or threatened death or serious injmy, or a threat to the
physical integrity of self or others.
(2) the person's response involved intense fear, hopelessness, or horror. Note: In
children, this may be expressed instead by disorganized or agitated behavior.

B. The traumatic event is persistently re-experienced in one (or more) of the
following ways:
(1) recurrent and intrusive distressing recollections of the event, including
images, thoughts, or perceptions. Note: In young children, repetitive pay any
occur in which themes or aspects of the trauma are expressed.
(2) recurrent distressing dreams of the event. Note: In children, there may be
frightening dreams without recognizable content.
(3) acting or feeling as if the traumatic event were recurring (includes a sense of
reliving the experience, illusions, hallucinations, and dissociative flashback
episodes, including those that occur on awakening or when intoxicated).

Note: In young children, trauma-specific reenactment may occur.
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(4) intense psychological distress at exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event
(5) physiological reactivity on exposure to internal or external cues that
symbolize or resemble an aspect of the traumatic event

C. Persistent avoidance of stimuli associated with the trauma and numbing of general
responsiveness (not present before the trauma), as indicated by three (or more) of
the following:
( 1) efforts to avoid thoughts, feelings, or conversations associated with the
trauma
(2) efforts to avoid activities, places, or people that arouse recollections of the
trauma
(3) inability to recall an important aspect of the trauma
(4) markedly diminished interest or participation in significant activities
(5) feeling of detachment or estrangement from others
(6) restricted range of affect (e.g., unable to have loving feelings)
(7) sense of a foreshortened future (e.g., does not expect to have a career,
marriage, children, or a normal life span)

D. Persistent symptoms of increased arousal (not present before the trauma), as
indicated by two ( or more) of the following:
( 1) difficulty falling or staying asleep
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(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance
(5) exaggerated startle response

E. Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 1
month.

F. The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

Specify if:

Acute: if duration of symptoms is less than 3 months
Chronic: if duration of symptoms is 3 months or more

Specify if:

With Delayed Onset: if onset of symptoms is at least 6 months after the stressor

(American Psychiatric Association (1994) DSM-IV, P. 427- 429).
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